_ PROACTIVE »
CHIROPRACTIC -
AND REHAB CENTE

Ending your pain gently and quickly
11010 South Tryon St.
Suite 112
Charlotte, NC 28273
704-504-1770

Chiropractic Case History/ Patient Information
Date: Patient # Doctor:

Full Name: Social Security #
Home Phone: Cell Phone:
Address: City: State: Zip:
E-mail address:

Age: Birth Date: Marital: M S W D
Occupations Employer:

Employer's Address: Phone:

Spouse: Occupation: Employer:

How many children? Names and Ages of Children:

How were you referred to our office?
Family Medical Doctor:
When doctors work together it benefits you. May we have your permission to update your medical doctor regarding

your care at this office?
Chief Complaint: Purpose of this appointment:

Date symptoms appeared or accident happened:
Is this due to: Auto___ Work Other

Have you ever had the same or a similar condition? 7t Yes n No If yes, when and describe:

Days lost from work: Date of last physical examination:

Past Medical History:
Have you ever been diagnosed as having or have suffered from? (Place a check mark by conditions that apply to

you)

__Broken or Fractured Bones __Osteoarthritis __Eating Disorder
_ Circulatory Problems __Epilepsy __Alcoholism
__Rheumatoid Arthritis __Pace Maker __Drug Addiction
__Seizures/Convulsions __Strokes __HIV Positive
__A Congenital Disease __Cancer __Gall Bladder
__Excessive Bleeding __Ruptures __Depression

__High/Low Blood Pressure ~ __Coughing Blood __Ulcers



_—

Do you have a history of stroke or hypertension?
Have you had any major illnesses, injuries, falls, auto accidents or surgeries? Women, please include information

about childbirth (include dates):

Have you been treated for any health condition by a physician in the last yvear?n Yes 7 No
If yes, describe:

What medications or drugs are you taking?

Do you have any allergies to any medications? 7 Yes 7 No

If yes, describe:

Do you have any dllergies of any kind? n Yes =n No
If yes, describe:

Please list any other health problems vou have, no matter how insignificant they may
be:

Social History:

Do you drink alcoholic beverages?___ If so, how much per week?
Do you use any tobacco products? Do you smoke?____ If so, packs per day:
Do you take vitamin supplements? If so, please list:
Do you consume caffeine?____ If so, how much per day:
Do you exercise? If yes, what is the frequency and type of exercise?
What are your hobbies?
What percentage of time during the day (at home or at your job away from home) do you spend:
lifting sitting bending working at a computer

Please check any and all insurance coverage that may be applicable in this cases
n Major Medical 7 Worker's Compensation 7 Medicaid = Medicare 7 Auto Accident
n Medical Savings Account & Flex Plans © Other

Name of Primary Insurance Company:
Name of Secondary Insurance Company (if any):
AUTHORIZATION AND RELEASE: | authorize payment of insurance benefits directly to the chiropractor or
chiropractic office. | authorize the doctor to release all information necessary to communicate with personal physicians
and other healthcare providers and payors and to secure the payment of benefits. | understand that | am responsible
for all costs of chiropractic care, regardless of insurance coverage. | also understand that if | suspend or terminate my
schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and

payable.

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for
the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know how
your Patient Health Information is going to be used in this office and your rights concerning those records. If you
would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient
Health Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before
signing this consent. If there is anyone you do not want to receive your medical records, please inform our office.

Patient's Signature: Date:
Guardian's Signature Authorizing Care: Date:




PROACTIVE CHIROPRACTIC AND REHAB CENTER
1010 South Tryon St. Suite 112
Charlotte NC 28273
(704) 504-1770

Consent for Use of Disclosure of Health Information

We want you to know how your Patient Health Information (PHI) is going to be used in this office and

your rights concerning those records. Before we will begin any health care operations we must require you
to read and sign this consent form stating that you understand and agree with how your records will be
used. If you would like to have a more detailed account of our policies and procedures concerning the
privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available
to you at the front desk before signing this consent.

L

The patient understands and agrees to allow this chiropractic office to use their Patient Health
Information (PHI)[for the purpose of treatment, payment, healthcare operations, and coordination of
care. As an example, the patient agrees to allow this chiropractic office to submit requestedllto the
Health Insurance Company (or companies) provided to us by the patient for the purpose of payment.
Be assured that this office will limit the release of all (PHI) to the minimum needed for what the
insurance companies require for payment.

The patient has the right to examine and obtain a copy of his or her own health records at any time and
request corrections. The patient may request to know what disclosures have been made and submit in
writing any further restrictions on the use of their (PHI). Our office is not obligated to agree to those
restrictions.

A patient's written consent need only be obtained one time for all subsequent care given the patient in
this office.

The patient may provide a written request to revoke consent at any time during care. This would not
effect the use of those records for the care given prior to the written request to revoke consent but would
apply to any care given after the request has been presented.

For your security and right to privacy, all staff has been trained in the area of patient record privacy
and a privacy official has been designated to enforce those procedures in our office. We have taken all
precautions that are known by this office to assure that your records are not readily available to those
who do not need them.

Patients have the right to file a formal complaint with our privacy official about any possible violations
of these policies and procedures.

If the patient refuses to sign this consent for the purpose of treatment, payment and health care
operations, the chiropractic physician has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and | agree to these policies and

procedures.

Patient Name (Print) Date

Patients Signature



PROACTIVE
CHIROPRACTIC
AND REHAB CENTER
Ending your pain gently end quickly

11010 South Tryon St. Suite 112
Charlotte NC 28273
(704) 504-1770

Informed Consent for Chiropractic Care
(Initials)

|, give Proactive Chiropractic and Rehab Center permission and authority to care for me
in accordance with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustments or other
clinical procedures are usually beneficial and seldom cause any problems. In rare cases, underlying
physical defects, deformities or pathologies may render the patient susceptible to injury. The doctor, of
course, will not give any treatment or health care if he is aware that such care may be contra-
indicated. Again, it is the responsibility of the patient to make it known, or to learn through health care
procedures whatever his is suffering from: latent pathological defects, illnesses or deformities which
would otherwise not come to the attention of the Chiropractic Physician. The Chiropractic Physician
provides a specialized, non-duplicating health care service. Your Doctor of Chiropractic is licensed in a
special practice and is available to work with other types of providers in your health care regime.

I, further understand that if | am accepted as a patient by Proactive Chiropractic and
Rehab Center, | am authorizing them to proceed with any treatment that may be necessary.
Accordingly, any risk involved, regarding chiropractic treatment, will be explained to me upon my
request.

Patient Name (Print) Date

Patient Signature



PROACTIVE
CHIROPRACTIC
AND REHAB CENTER
Ending yous pain gondy and quicly

X Ray Consent Form

(initials)

|, hereby acknowledge that Dr. Alec of Proactive Chiropractic and Rehab Center has
informed me of the advisability of, risk, inherent in, and the probable consequences of not receiving

X-rays. Dr. Alec. | hereby consent to receive X-rays.

Notwithstanding these recommendations that | receive X-rays, | have decided on my own volition to
accept such X-rays, and do hereby release and hold harmless from any legal action or responsibility
whatsoever for unfavorable or untoward results caused by my refusal to permit the use of this
procedure, or from any and all problems rising from subsequent treatments | will receive from Dr. Alec,
a licensed Doctor of Chiropractic, and the Proactive Chiropractic and Rehab Center.

Date:

Patients Name (Print)

Patients Signature
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